
November 14, 2024 

TO:   All Employees 

FROM:  Tracy Henderlight 

RE:   Insurance Benefit Information / Plan Year 12/01/2024 – 11/30/2025 

This document and all attachments are being provided to inform employees of insurance benefits for 
the plan year 12/1/2024 through 11/30/2025.  

Employer-sponsored group insurance and supplement insurance are available to all FULL-TIME 
employees who work at least 30 hours per week for 121 days or more per year. Employees who meet 
these criteria are eligible to enroll after 30 days of employment and can enroll up to their 60th day of 
employment. Coverage begins on the 1st day of the month following receipt of employee’s enrollment 
form. If enrollment is waived at initial eligibility, employees must wait until the next open enrollment 
period to enroll. Open enrollment for group insurance is is Nov 1 to Dec 15 each year. Open enrollment 
for supplemental plans is Sept 1 – Sept 30 each year. 

Employer-Sponsored Group Health Insurance 
The group medical plan will remain with United Healthcare (UHC) but will have some coverage 
changes. The Benefit Summary and other required notices are attached. All UHC subscribers will 
receive new insurance cards sometime after Dec 1. 

Employee’s portion of the premiums for EMPLOYEE-ONLY group health insurance will be calculated as 
follows: 
- Existing employees already enrolled will pay 9.02% of their gross income as listed on their most

recent W-2 up to a maximum of $99.16 per week.
- Newly eligible employees will contribute $32.47 per week for their individual health insurance

premiums for the first full calendar quarter after enrollment. Premiums will then be recalculated at
9.02% of the employee’s gross income for the quarter with a minimum employee contribution of
$32.47 per week and a maximum employee contribution of $99.16 per week toward the payment of
their individual health premiums for the remainder of the plan year.

Etsell, Inc. will contribute the balance of the group health premiums for employee only coverage. 

Ancillary and Supplementary Insurance 
There are no changes to the Delta Dental and Vision plan coverage. Subscribers will not be receiving 
new dental/vision cards.  

Employee’s portion of the premium for group dental coverage will continue to be ½ the premium which 
is $3.37 per week. Vision coverage is 100% paid by the employee. 

Etsell, Inc. will provide $15,000 life and accidental death/dismemberment insurance coverage at no cost 
for employees who subscribe to the UHC group health plan.  

Dba Shrine Services 
139 Fox Rd. Ste. 105 
Knoxville, TN  37922-3472 
Ph:  (865) 588-9698 
Fx:  (865) 584-8370 
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Supplemental insurance, also known as voluntary coverage, such as cancer, critical illness, short-term 
disability and term life are available from Life Insurance Co of Alabama. Premiums for voluntary plans 
are 100% paid by the employee. Please let your manager know if you want more information about 
LICOA plan offerings. 
 
Dependent Coverage 
All dependent coverage for all plans is 100% paid by the employee. Please note that dependent 
coverage is not available for group life and accident insurance. 
 
Methods of Payment 
All employee paid insurance premiums will be paid by weekly payroll deductions from employee’s 
paycheck. Etsell participates in a Cafeteria Plan 125 which allows for employees to have group 
insurance deductions taken pre-tax if the employee so wishes. New deduction forms are included 
where applicable. Please return completed forms back to your manager immediately. 
 
Health Savings Account 
Etsell, Inc. also offers a Health Savings Account (HSA) option through Optum Bank which allows 
employees who subscribe to the UHC medical plan to make pre-tax contributions to their own personal 
HSA via payroll deduction. The employee can use their HSA to pay deductibles, copays and for certain 
medical supplies as allowed by law. The employee can make HSA contributions of any amount up to 
the limits for 2025 which are $4300 for individuals under the age of 55, $5300 for individuals over 55, 
$8550 for families if covered employee is under the age of 55 or $9550 for families if covered employee 
is 55 or older. Please notify me to start an HSA or make changes to your current contribution. 
 
Medicare / ACA Information / Other Disclosures 
For Medicare-eligible subscribers, the prescription drug coverage available under the company’s group 
medical plan has been reviewed and found to be a non-creditable plan. Prescription coverage is non-
creditable if the total expected paid claims for Medicare-eligible subscribers will be less under the group 
plan than total expected paid claims for the same subscriber under the defined standard prescription 
drug coverage under Medicare Part D. Each Medicare-eligible subscriber should review their own 
individual circumstances to determine their need to enroll in Medicare Part D. Additional information 
regarding Medicare can be found at www.medicare.gov . 
 
Depending on the percentage of income it costs an employee to pay their portion of the company group 
health plan premium, employees have the option to seek insurance coverage through the Marketplace 
which is managed by each state or by the federal government depending on the state the employee 
resides in. Visit www.Healthcare.gov for more information on eligibility, enrollment, available coverage 
and premiums through the Marketplace. If an employee purchases a qualified health plan through the 
Marketplace, the employee loses the employer contribution. 
 
All individuals are required to have minimum essential coverage, and individuals without the required 
coverage may pay a penalty assessed via tax return. 
 
Etsell, Inc. reserves the right to pay an additional portion of premiums for any coverage up to 100% 
depending on length of employment, additional benefits, and management position. 
 
All plan documents, benefit summaries and required notices for the 2025 plan year will be available 
after Dec 1 at www.shrineservices.com > Employer/Contractor > Insurance Benefits Guide. Please call 
me at Operations Center with any questions.   
 
 
Thank you, 
Tracy Henderlight 
Etsell, Inc. 

http://www.medicare.gov/
http://www.healthcare.gov/
http://www.shrineservices.com/









































































 





















































  

 



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period:  12/01/24 - 11/30/25

Heritage Plus   DIPY  /  433S Coverage for: Employee/Family | Plan Type:  POS

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.whyuhc.com or by

calling 1-800-782-3740. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-866-487-2365 to request a copy.

Important Questions Answers Why This Matters:

What is the overall
deductible?

Network: $4,500 Individual /  $9,000 Family
out-of-Network: $10,000 Individual / $20,000 Family
Per calendar year.

Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on the
plan, each family member must meet their own individual deductible until the total
amount of deductible expenses paid by all family members meets the overall
family deductible.

Are there services
covered before you meet
your deductible?

Yes. Preventive care is covered before you meet your
deductible.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or  coinsurance may apply. For example, this
plan covers certain preventive services without cost-sharing and before you meet
your deductible. See a list of covered preventive services at www.healthcare.gov/
coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No. You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

Network: $6,500 Individual / $13,000 Family
out-of-Network: $15,000 Individual /  $30,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services.
If you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, balance-billing charges (unless balanced
billing is prohibited), health care this plan doesn't cover
and penalties for failure to obtain preauthorization for
services.

Even though you pay these expenses, they don't count toward the out-of-pocket
limit.

Will you pay less if you
use a network provider?

Yes. See www.whyuhc.com or call 1-800-782-3740 for
a list of Network providers.

This plan uses a provider Network. You will pay less if you use a provider in the
plan's Network. You will pay the most if you use an out-of-Network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware, your Network
provider might use an out-of- Network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

No. You can see the specialist you choose without a referral.

All  copayment  and  coinsurance  costs shown in this chart are after your  deductible  has been met, if a  deductible  applies.
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What You Will Pay
Common

Medical Event Services You May Need Network Provider (You
will pay the least)

Out-of-Network
Provider (You

will pay the most)

Limitations, Exceptions, &
Other Important Information

Primary care visit to treat an
injury or illness

20% coinsurance 50% coinsurance Virtual visits (Telehealth) - No Charge by a
Designated Virtual Network Provider.

Specialist visit 20% coinsurance 50% coinsurance NoneIf you visit a health care
provider's office or
clinic Preventive care/screening/

immunization

No Charge 50% coinsurance Includes preventive health services specified in the
health care reform law. You may have to pay for
services that aren't preventive. Ask your provider
if the services needed are preventive. Then check
what your plan will pay for.

Diagnostic test (x-ray, blood
work)

Designated Lab: 20%
coinsurance
Lab: 50% coinsurance
X-ray: 20% coinsurance

Lab: 50% coinsurance
X-ray: 50% coinsurance

Preauthorization required for out-of-Network  for
certain services or benefit to the lesser of 50% or
$2,500.
For Designated Network Benefits, lab services
must be received by a Designated Diagnostic
Provider. Network Benefits are lab services received
from a Network provider that is not a Designated
Diagnostic Provider.

If you have a test

Imaging (CT/PET scans, MRIs)

Designated:
20% coinsurance
Network:
40% coinsurance

50% coinsurance Preauthorization required for out-of-Network or
benefit reduces to the lesser of 50% or $2,500.
For Designated Network Benefits, radiology
services must be received from a Designated
Diagnostic Provider.
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What You Will Pay
Common

Medical Event Services You May Need Network Provider (You
will pay the least)

Out-of-Network
Provider (You

will pay the most)

Limitations, Exceptions, &
Other Important Information

Tier 1 - Your Lowest-Cost Option
Retail: $10 copay  Mail-
Order: $30 copay  
Specialty Drugs**: $10
copay

Retail: $10 copay  
Specialty Drugs: $10
copay

Tier 2 - Your Midrange-Cost
Option

Retail: $35 copay  Mail-
Order: $105 copay  
Specialty Drugs**: $35
copay

Retail: $35 copay  
Specialty Drugs: $35
copay

Tier 3 - Your Midrange-Cost
Option

Retail: $130 copay  Mail-
Order: $390 copay  
Specialty Drugs**: $130
copay

Retail: $130 copay  
Specialty Drugs: $130
copayIf you need drugs to

treat your illness or
condition
More information about 
prescription drug
coverage  is available at
www.whyuhc.com

Tier 4 - Additional High-Cost
Options

Retail: $250 copay  Mail-
Order: $750 copay  
Specialty Drugs**: $500
copay

Retail: $250 copay  
Specialty Drugs: $500
copay

Provider means pharmacy for purposes of this
section. Retail: Up to a 31-day supply Mail-Order:
Up to a 90 day supply or Preferred 90 Day Retail
Network pharmacy. If you use an out-of-Network
pharmacy (including a mail order pharmacy), you
may be responsible for any amount over the allowed
amount.
**Your cost shown is for a Preferred Specialty
Network Pharmacy and Non-Preferred Specialty
Network Pharmacy.
Copay is per prescription order up to the day supply
limit listed above. You may need to obtain certain
drugs, including certain specialty drugs, from a
pharmacy designated by us. Certain drugs may
have a preauthorization requirement or may result
in a higher cost. You may be required to use a
lower-cost drug(s) prior to benefits under your
policy being available for certain prescribed drugs.
See the website listed for information on drugs
covered by your plan. Not all drugs are covered.
Prescription Drug List (PDL): Essential w/ SMCS
Drugs. Network: National. If a dispensed drug has
a chemically equivalent drug, the cost difference
between drugs in addition to any applicable copay
and/or coinsurance may be applied.  Certain
preventive medications and Tier 1 contraceptives
are covered at No Charge.

Facility fee (e.g., ambulatory
surgery center)

20% coinsurance 50% coinsurance Preauthorization required for certain services for
out-of-Network or benefit reduces to the lesser of
50% or $2,500.

If you have outpatient
surgery

Physician/surgeon fees 20% coinsurance 50% coinsurance None
Emergency room care 20% coinsurance 20% coinsurance None
Emergency medical
transportation

20% coinsurance 20% coinsurance NoneIf you need immediate
medical attention

Urgent care 20% coinsurance 50% coinsurance None
Facility fee (e.g., hospital room) 20% coinsurance 50% coinsurance Preauthorization required for out-of-Network or

benefit reduces to the lesser of 50% or $2,500.If you have a hospital
stay Physician/surgeon fees 20% coinsurance 50% coinsurance None 
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What You Will Pay
Common

Medical Event Services You May Need Network Provider (You
will pay the least)

Out-of-Network
Provider (You

will pay the most)

Limitations, Exceptions, &
Other Important Information

Outpatient services

20% coinsurance 20% coinsurance Network partial hospitalization/intensive outpatient
treatment: 20% coinsurance
Preauthorization required for certain services for
out-of-Network or benefit reduces to the lesser of
50% or $2,500.

If you need mental
health, behavioral
health, or substance
abuse services

Inpatient services 20% coinsurance 50% coinsurance Preauthorization required for out-of-Network or
benefit reduces to the lesser of 50% or $2,500.

Office visits
No Charge 50% coinsurance Cost sharing does not apply for preventive services.

Depending on the type of services, a copayment,
deductibles, or coinsurance may apply.

Childbirth/delivery professional
services

20% coinsurance 50% coinsurance Maternity care may include tests and services
described elsewhere in the SBC (i.e. ultrasound.)If you are pregnant

Childbirth/delivery facility
services

20% coinsurance 50% coinsurance Inpatient preauthorization apply for out-of-Network
if stay exceeds 48 hours (C-Section: 96 hours) or
benefit reduces to the lesser of 50% or $2,500.

Home health care
20% coinsurance 50% coinsurance Preauthorization required for out-of-Network or

benefit reduces to the lesser of 50% or $2,500.
Limited to 60 visits per calendar year.

Rehabilitation services
20% coinsurance 50% coinsurance Limits per calendar year: Physical, Speech,

Occupational: 20 visits each; Pulmonary and
Cardiac: 36 visits each.

Habilitation services

20% coinsurance 50% coinsurance Limits per calendar year: Physical, Speech,
Occupational: 20 visits each.
Preauthorization required for out-of-Network 
inpatient services or benefit reduces to the lesser of
50% or $2,500.
Cost share applies for outpatient services only.

Skilled nursing care

20% coinsurance 50% coinsurance Preauthorization required for out-of-Network or
benefit reduces to the lesser of 50% or $2,500.
Skilled Nursing Facility is limited to 60 days
per calendar year (combined with Inpatient
Rehabilitation).

If you need help
recovering or have
other special health
needs

Durable medical equipment
20% coinsurance 50% coinsurance Preauthorization required for out-of-Network 

Durable medical equipment over $1,000 or no
coverage. 
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What You Will Pay
Common

Medical Event Services You May Need Network Provider (You
will pay the least)

Out-of-Network
Provider (You

will pay the most)

Limitations, Exceptions, &
Other Important Information

Hospice services
20% coinsurance 50% coinsurance Preauthorization required for out-of-Network before

admission for an Inpatient Stay in a hospice facility
or benefit reduces to the lesser of 50% or $2,500.

Children's eye exam No Charge 50% coinsurance One exam every 12 months.
Children's glasses 20% coinsurance 50% coinsurance One pair every 12 months.If your child needs

dental or eye care Children's dental check-up 0% coinsurance 20% coinsurance Cleanings covered 2 times per 12 months.
Additional limitations may apply.

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded  services.)
● Acupuncture ● Bariatric surgery ● Cosmetic surgery
● Dental care (Adult) ● Infertility treatment ● Long-term care
● Non-emergency care when traveling outside the

U.S.
● Private-duty nursing ● Routine eye care (Adult)

● Routine foot care ● Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
● Chiropractic care ● Hearing aids

Your Rights to Continue Coverage:  There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: 1-866-444-3272 or www.dol.gov/ebsa/healthreform for the U.S. Department of Labor, Employee Benefits Security Administration, you may also
contact us at 1-800-782-3740 . Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
Your Grievance and Appeals Rights:  There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice,
or assistance, contact: 1-800-782-3740 ; or the Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform or the
Tennessee Department of Commerce & Insurance at 1-800-342-4029 or www.tn.gov/commerce..
Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.
Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.
Language Access Services: 
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To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:
This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different
health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-

natal care and a hospital delivery)

■ The plan's overall deductible $4,500
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
Total Example Cost $12,700

In this example, Peg would pay:
Cost Sharing

Deductibles $4,500
Copayments $10
Coinsurance $1,300

What isn't covered
Limits or exclusions $60
The total Peg would pay is $5,870

Managing Joe's Type 2 Diabetes
(a year of routine in-network care

of a well-controlled condition)

■ The plan's overall deductible $4,500
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost $5,600

In this example, Joe would pay:
Cost Sharing

Deductibles $1,700
Copayments $0
Coinsurance $0

What isn't covered
Limits or exclusions $0
The total Joe would pay is $1,700

Mia's Simple Fracture
(in-network emergency

room visit and follow up care)

■ The plan's overall deductible $4,500
■ Specialist coinsurance 20%
■ Hospital (facility) coinsurance 20%
■ Other coinsurance 20%
This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800

In this example, Mia would pay:
Cost Sharing

Deductibles $2,800
Copayments $0
Coinsurance $0

What isn't covered
Limits or exclusions $0
The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services
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 Notice of Non-Discrimination
We do not treat members differently because of sex, age, race, color, disability or national origin.
If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights Coordinator :
Online:  UHC_Civil_Rights@uhc.com
Mail:Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130
You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the decision, you have
15 days to ask us to look at it again. If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC),
TTY711, Monday through Friday, 8 a.m. to 8 p.m.
You can also file a complaint with the U.S. Dept. of Health and Human services.
Online:  http://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html
Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201
We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,you can ask for an interpreter. To ask for help, please
call the number contained within this Summary of Benefits and Coverage (SBC), TTY711, Monday through Friday, 8 a.m. to 8 p.m.
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Health InsuranceMarketplace Coverage
Options and Your HealthCoverage

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the 
Health Insurance Marketplace(“Marketplace”). To assist you as you evaluate options for you and your family, this notice 
provides some basic information about the Health Insurance Marketplace and health coverage offered through your 
employment.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace 
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

Can I Save Money on my Health Insurance Premiums in the 
Marketplace?

You may qualify to save money and lower your monthly premium and other out-o f-pocket costs, but only if your employer 
does not offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum 
value standards (discussed below). The savings that you're eligible for depends on your household income. You may also 
be eligible for a  tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for 
Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain 
minimum value standards, you will not be eligible for a  tax credit, or advance payment of the tax credit, for your 
Marketplace coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a  
tax credit, and advance payments of the credit that lowers your monthly premium, or a  reduction in certain cost-sharing, if 
your employer does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet 
minimum value standards. If your share of the premium cost of all plans offered to you throughyour employment is more 
than 9.12%1 of your annual household income, or if the coverage through your employment does not meet the "minimum 
value" standard set by the Affordable Care Act, you may be eligible for a  tax credit, and advance payment of the credit, if 
you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered 
affordable if the employee’s cost of premiums for the lowest-cost plan that would cover all family members does not 
exceed 9.12% of the employee’s household income..1 2

N ote: If you purchase a  health plan through the Marketplace instead of accepting health coverage offered through your 
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also, 
this employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded 
from income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on 
an after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the 
affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for a  tax credit. You
should consider all of these factors in determining whether to purchase a  health plan through the Marketplace.

1 Indexed annually;  see https://www.irs.gov/pub/irs-drop/rp-2 2-3 4 . p d ffor 2023. 
2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the 
plan is no less than 60 percent of such costs. For purposes of eligibility for the p r e m i u m  tax credit,  to meet  the “ m i n i m u m  value standard,”  the health plan must  
also provide substantial  coverage of both inpatient hospital  services a n d  physician services.

Form  Approved
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When Can I Enroll in Health Insurance Coverage through the 
Marketplace?

You can enroll in a  Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open 
Enrollment varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a  Special Enrollment 
Period. In general, you qualify for a  Special Enrollment Period if you’ve had certain qualifying life events, such as getting
married, having a  baby, adopting a  child, or losing eligibility for other health coverage. Depending on your Special 
Enrollment Period type, you may have 60 days before or 60 days following the qualifying life event to enroll in a  
Marketplace plan.

There is also a  Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of 
the nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the 
enrollment of any Medicaid or CHIP beneficiary who w as enrolled on or after March 18, 2020, through March 31, 2023. As 
state Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be 
eligible for Medicaid or CHIP coveragestarting as early as March 31, 2023. The U.S. Department of Health and Human 
Servicesis offering a te m porary Ma rketplace Spe cial E nrollm ent period to allow  these indiv iduals to enroll in 
Ma rketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a  new application or update 
an existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a  termination date of 
Medicaid or CHIP coverage within the same time period, are eligible for a  60-day Special Enrollment Period. Tha t m eans 
that if you lose Medicaid or CH IP coverage be tw een M arch 31, 2023, and July 31, 2024, you m ay be able to e nroll in 
Ma rketplace coverage w ithin 60 day s of w hen you lost Me dica id or CH IP coverage. In addition, if you or your family 
members are enrolled in Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date 
to make sure you get any information about changes to your eligibility.To learn more, visit HealthCare.gov or call the 
Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance 
Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health 
plan), you or your family may also be eligible for a  Special Enrollment Period to enroll in that health plan in certain 
circumstances, including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost  that coverage. 
Generally, you have 60 days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but 
if you and your family lost eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can 
request this special enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline 
with your employer or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace 
or applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-
medicaid-chip/ for more details.

How Can I Get More Information?

For more information about your coverage offered through your employment, please check your health plan’s summary 
plan description or contact
________________________________________________________________________________________________________
______________.
The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the 
Marketplace and its cost. Please visit H ealthCare.gov for more information, including an online application for health 
insurance coverage and contact information for a  Health Insurance Marketplace in your area.



PART B: Information About Health Coverage Offered by Your 
Employer 

This section contains information about any health coverage offered by your employer. If you decide to complete an 
application for coverage in the Marketplace, you will be asked to provide this information. This information is numberedto 
correspond to the Marketplace application.

3. E m ployer nam e 4. Em ployer Identification Num ber (EIN)

5. Em ployer address 6. E m ployer phone num ber

7. C i ty 8. State 9. ZIP code

10. W ho can w e contact about em ployee health coverage at this job ?

11. Phone num ber (if different from  above) 12. Em ail address

Here is some basic information about health coverage offered by this employer:

 As your employer, we offer a  health plan to:
All employees. Eligible employees are:

Some employees.Eligible employeesare: 

 With respect to dependents:
We do offer coverage.Eligible dependentsare:

We do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be 
affordable, based on employee wages.

** Even if your employer intends your coverage to be affordable, you may still be eligible for a  premium discount 
through the Marketplace. The Marketplace will use your household income, along with other factors, to 
determine whether you may be eligible for a  premium discount. If, for example, your wages vary from week to 
week (perhaps you are an hourly employee or you work on a  commission basis), if you are newly employed mid-
year, or if you have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the 
employer information you'll enter when you visit H ealthCare.gov to find out if you can get a  tax credit to lower your monthly 
premiums.

X

X

X

Full - tim e em p loyees w ho h ave w orked at least 30 days.

Em ployees are considered fu ll- tim e if they  w ork at least 30 hours per w eek  for at least 121 days per year.

ETSELL, IN C. 59 -1672120

139 FO X  RD  STE 105 865 -588 -9698

K N O X V ILLE TN 37922

TRA CY  H EN D ERLIG H T

TSH ERRILL@ SH RIN ESERV ICES.CO M

- Spouse of covered em p loyee , and dependent children  of em p lo yee as fo llo w s: Tennessee Code A nn. §  56 -7 -2302 
dependent child  up to age 24 provided the ch ild is unm arried  and financially  dependent on the parents ; S.C. Code 
A nn. §  38 -71 -1330 unm arried, dependen t child  w ho is a  full - tim e studen t up to age 22  if p aren t is covered  by sm all 
group policy ; S.C. Code A nn. §  38 -71 -350 a dep endent ch ild incapable of self -sustain ing em p loym ent w ithout 
regard to  age ; Florida 627.6562 dependent ch ild up to  age 25 w h o lives w ith parent or are a student, and  up to age 
30 if unm arried and have no dependent child  of their ow n.



The information below corresponds to the Marketplace Employer Coverage Tool.  Completing this section is optional for 
employers, but will help ensure employees understand their coverage choices.

13 . Is the  em ployee  cu rre n tly e lig ible  for cove rage  offered b y this em ploye r, o r w ill the  em ployee  be  e lig ible  in 
the  nex t 3 m on th s?

Yes (Continue)
13a.  If the  employee is not  el igible today, inc luding as a  result of  a  wait ing or  probat ionary per iod, when is the  

employee el igible for coverage? (mm/dd/yyyy) (Cont inue)
No (STOP and return th is form to employee)

14 . Does the employer  offer a health p lan that meets the  minimum value standard*?
Yes (Go to quest ion 15)  No (STOP and return form to employee)

15 . For the lowest-cost  plan that meets the  minimum value standard* offe red only to the em ployee (don' t  inc lude 
family p lans): If the  employer has wel lness programs, provide the  premium that the employee wou ld  pay  if  he/ she  
received the   maximum d iscountfor any  tobacco cessat ion programs, and didn't receiveany other d iscounts based on  
wel lness programs.
a. How much wou ld  the employee have to pay in premiums for this p lan?  $
b. How often?     Weekly Every 2 weeks Twice a  month    Monthly    Quarterly Year ly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know, 
STOP and return form to employee.

16.  What change will the employer  make for the new p lan year?
Employer won't offer health coverage
Employer will start of fer ing health coverage  to employees or change the  premium for the lowest-cost  plan 
avai lable on ly  to the employee that meets the minimum value s tandard.* (Premium shou ld  ref lect the
discount for wel lness programs. See quest ion 15.)

a. How much wou ld  the employee have to pay in premiums for this p lan?  $
b. How often?     Weekly     Every 2 weeks     Twice a  month    Monthly    Quarterly Year ly

• A n e m p l o y e r-s p o n s o r e dhealthplanm e e t s  the " m i n i m u mvalues t a n d a r d "if theplan'ss h a r eo f thetotalallowed benef itcostsc o v e r e db y  the plan is no lessthan 
60 percent  of s u c h  costs  (Section36B(c)(2)(C)(i i )of  the Internal  R e v e n u eC o d eo f 1 9 8 6 )

N /A

X

$32.47 up to $99.16 based  on w ag es

X
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General Notice Of COBRA Continuation Coverage Rights 

 
** Continuation Coverage Rights Under COBRA** 

 

Introduction 
 
You’re getting this notice because you recently gained coverage under a group health, dental and/or vision plan (the 
Plan) or because you have recently had a qualifying event. This notice has important information about your right 
to COBRA continuation coverage, which is a temporary extension of coverage under the Plan.  This notice 
explains COBRA continuation coverage, when it may become available to you and your dependents, and 
what you need to do to protect your right to get it.  When you become eligible for COBRA, you may also 
become eligible for other coverage options that may cost less than COBRA continuation coverage. 
 
The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget 
Reconciliation Act of 1985 (COBRA).  COBRA continuation coverage can become available to you and other 
members of your family when group health, dental or vision coverage would otherwise end.  For more information 
about your rights and obligations under the Plan and under federal law, you should review the Plan’s Summary Plan 

Description or contact the Plan Administrator.   
 
You may have other options available to you when you lose group health coverage.  For example, you may be 
eligible to buy an individual plan through the Health Insurance Marketplace.  By enrolling in coverage through the 
Marketplace, you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs.  
Additionally, you may qualify for a 30-day special enrollment period for another group health plan for which you 
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.   
 
What is COBRA continuation coverage? 
 
COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life 
event.  This is also called a “qualifying event.”  Specific qualifying events are listed later in this notice.  After a 

qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.”  

You, your spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is 
lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation 
coverage are required to pay the full premium for COBRA continuation coverage plus a 2% administration fee.   
 
If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of 

the following qualifying events: 
 

• Your hours of employment are reduced, or 
• Your employment ends for any reason other than your gross misconduct. 

 
If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan 

because of the following qualifying events: 
 

• Your spouse dies; 
• Your spouse’s hours of employment are reduced; 
• Your spouse’s employment ends for any reason other than his or her gross misconduct;  
• Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or 
• You become divorced or legally separated from your spouse. 

 
Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the 
following qualifying events: 
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• The parent-employee dies; 
• The parent-employee’s hours of employment are reduced; 
• The parent-employee’s employment ends for any reason other than his or her gross misconduct; 
• The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both); 
• The parents become divorced or legally separated; or 
• The child stops being eligible for coverage under the Plan as a “dependent child.” 

 
 
 
 
 
 
 
 
 
 

When is COBRA continuation coverage available? 
 
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has 
been notified that a qualifying event has occurred.  The employer must notify the Plan Administrator of the 
following qualifying events: 

• The end of employment or reduction of hours of employment;  
• Death of the employee;  
• Commencement of a proceeding in bankruptcy with respect to the employer; or  
• The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both). 

 
For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s 

losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days 
after the qualifying event occurs.  You must provide this notice to the Employer Contact listed below and 
include pertinent court order or similar document. 
 
How is COBRA continuation coverage provided? 
 
Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage 
will be offered to each of the qualified beneficiaries.  Each qualified beneficiary will have an independent right to 
elect COBRA continuation coverage.  Covered employees may elect COBRA continuation coverage on behalf of 
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.   
 
COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to 
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event 
during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage. 
 
There are also ways in which this 18-month period of COBRA continuation coverage can be extended:   
 
Disability extension of 18-month period of COBRA continuation coverage 
 
If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you 
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an 
additional 11 months of COBRA continuation coverage, for a maximum of 29 months.  The disability would have 
to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the 
end of the 18-month period of COBRA continuation coverage.  Please notify the Employer Contact and provide a 
copy of the Social Security disability determination letter.  

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a 
qualifying event.  If a proceeding in bankruptcy is filed with respect to Etsell, Inc., and that 
bankruptcy results in the loss of coverage of any retired employee covered under the Plan, the retired 
employee will become a qualified beneficiary.  The retired employee’s spouse, surviving spouse, and 

dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their 
coverage under the Plan. 
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Second qualifying event extension of 18-month period of continuation coverage 
 
If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the 
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation 
coverage, for a maximum of 36 months, if the Plan is properly notified about the second qualifying event.  This 
extension may be available to the spouse and any dependent children getting COBRA continuation coverage if the 
employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets 
divorced or legally separated; or if the dependent child stops being eligible under the Plan as a dependent child.  
This extension is only available if the second qualifying event would have caused the spouse or dependent child to 
lose coverage under the Plan had the first qualifying event not occurred. 
 
Are there other coverage options besides COBRA Continuation Coverage? 
 
Yes.  Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and your 
family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage options (such as a 
spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost less than 
COBRA continuation coverage. You can learn more about many of these options at www.healthcare.gov. 
 
If you have questions 
 
Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or 
contacts identified below.  For more information about your rights under the Employee Retirement Income Security 
Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group 
health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits 

Security Administration (EBSA) in your area or visit www.dol.gov/ebsa.  (Addresses and phone numbers of 
Regional and District EBSA Offices are available through EBSA’s website.)  For more information about the 

Marketplace, visit www.HealthCare.gov.   
 
Keep your Plan informed of address changes 
 
To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family 
members.  You should also keep a copy, for your records, of any notices you send to the Plan Administrator. 
 
Plan contact information 
 
Plan coverage by:  United Healthcare Group # 1414530 and Delta Dental Client # 8641-0001 
 
Employer Contact / Plan Administrator:    Tracy Henderlight 
      c/o Etsell, Inc. 
      139 Fox Rd Ste 105 
      Knoxville, TN 37922 
      Phone:  865-588-9698 
      Fax:      865-584-8370 
      Email:  tsherrill@shrineservices.com 
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